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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on the 
facility investigation, dignity policy/procedure review, resident and staff interviews, the facility failed to provide 
personal care to a resident incontinent of stool in a timely manner that promoted their dignity and quality of 
life for 1 out of 4 residents reviewed. (Resident #1). The facility identified a census of 56 residents.Findings 
include:Resident #1's Minimum Data Set (MDS) assessment dated [DATE], documented a Brief Interview for 
Mental Status (BIMS) score of 9, indicating moderately impaired cognition. Resident #1 could understand 
and other understood them with no behavior or mood issues. Resident #1 required dependent assistance 
with toileting hygiene and frequently incontinent of bowel. The MDS included diagnoses of hypertension 
(high blood pressure), neurogenic bladder (condition where nerve damage disrupts the brain-bladder 
communication, causing problems with storing and releasing urine), non-Alzheimer's dementia, and 
depression.The Care Plan with a target date of 1/17/26, indicated Resident #1 required assistance of 2 staff 
for pivot transfers and use of front wheeled walker for toileting.Resident #1's Documentation Survey Report 
dated 11/30/25, documented large amounts of diarrhea at these times: 4:28 PM, 5:15 PM, 5:50 PM, 6:40 PM 
and 7:20 PM.The Final Investigation Summary for Incident Report dated 11/30/25, documented, on 11/30/25 
Staff A, Licensed Practical Nurse (LPN) with the Director of Nursing (DON) on the phone went to Resident 
#1's room to interview them about an incident Staff C, Certified Nursing Assistant (CNA), reported. Staff A 
asked Resident #1 if anyone said anything mean that evening. Resident #1 stated they couldn't recall. Staff 
A asked if an aide came and told him he would have to wait to be changed. Resident replied yes, they said 
I'd have to wait in my poopy diaper. Resident #1 couldn't recall who made the comment. Staff C reported she 
assisted Resident #1 with cares before leaving to go on break at approximately 6:00 PM. Staff C reported 
when she came back from break at approximately 6:30 PM, Staff D, CNA, told them, they let Resident #1 
know he would have to wait until Staff C got back from break to get assistance which would be in a few 
minutes. Resident #1 told Staff D, he had a bowel movement when they answered the call light at 
approximately 6:25 PM. Staff C reported when she went to Resident #1's room and did incontinence cares 
on him, Resident #1 told her the other aide said he had to wait until she got off break. The DON followed up 
with Staff D, via phone call as they left the building after their shift ended. Staff D confirmed to the DON she 
let Staff C know when they returned from break Resident #1 called and needed help with incontinence cares. 
At the time of reporting to Staff C, Staff D helped another resident and told Staff C if she couldn't find another 
staff on shift to help her, Staff D would help her with Resident #1 when Staff D finished with the resident she 
currently was with. Staff D reported to the DON she responded to Resident #1's original call light and when 
she entered the room, Resident #1 told Staff D he had a bowel movement. Staff D reported she told 
Resident #1 she would go and find another staff to help her as Resident #1 required assistance from 2 staff 
for incontinent cares. Staff D had every intention to go back and help Resident #1. Staff D reported to the 
DON while trying to find another CNA to help her with Resident #1's incontinent cares, Staff D found another 
resident needing immediate assistance and had to assist them due to safety concerns. Staff D adamantly 
denied telling Resident #1 to wait in a poopy diaper.On 12/16/25 at 1:00 PM, Staff D stated on 11/30/25, 
Resident #1 put on his call light sometime after supper. When Staff D went to answer the call light, Resident 
#1 stated he soiled his brief again, due to diarrhea and he needed changed. Staff D told Resident #1 she 
needed to find another staff member to assist cleaning Resident #1 up and left the room. Staff D, said 
Resident #1 put on the call light again and Staff D went back into the room and explained she couldn't find 
another staff member to assist her clean Resident #1 and asked if it was ok to wait 15 minutes or so until 
Staff C, got done with break and then they would come and change him. Staff D, proceeded to go down 
another hallway and noticed another resident needing immediate assistance and forgot to tell Staff C 
Resident #1 needed changed. Staff D said when she remembered Resident #1 needed changed, Staff C and 
another staff member already completed the task. Staff D adamantly denied telling Resident #1 to sit in a 
poopy diaper. Staff D acknowledged it is Resident #1's right to have their brief changed as soon as possible, 
and Resident #1 has the right to have respect and dignity from all staff. On 12/16/25 at 1:45 PM, Resident #1 
stated after supper on the evening of the incident, not sure of the date, he put on his call light due to soiling 
his brief due to having diarrhea. Staff D, sometime after supper answered the call light, and said they needed 
to go and find another staff member to assist them with changing Resident #1's soiled brief. Staff D left the 
room. Resident #1 then put on the call light again, Staff D came back into the room and explained Staff D 
couldn't find another staff member to assist them and if Resident #1 could wait 15 minutes or so for Staff C to 
finish her break and then he would get changed. Resident #1 said he was upset he had to wait to get 
changed and felt staff did not treat him with dignity and respect by letting him sit in the soiled brief for a long 
period of time.On 12/16/25 at 2:45 PM, Staff C stated Resident #1 was having lots of diarrhea on the evening 
shift of 11/30/25. Staff C, explained she went for supper break around 6:15 PM and returned around 6:45 
PM. Resident #1 had the call light on so Staff C proceeded to go in and answer the call light, Resident #1 
told Staff C Staff D forgotten about them and Resident #1 had diarrhea again and a soiled brief. Staff C 
proceeded to get another staff member and did incontinent cares on Resident #1. Staff C, stated after 
Resident #1 was cleaned up and staff were walking out of the room, Staff D came and explained she 
forgotten to tell Staff C Resident #1 needed to be changed. On 12/17/25 at 12:15 PM, the facility 
administrator acknowledged it is the expectation of the staff to treat the residents with dignity and respect.
The Residents Rights-Dignity and Respect policy dated 4/24, the purpose is to lay the foundation for treating 
all residents with dignity and respect and maintaining and enhancing his or her self-esteem and self-worth. 
Each resident has the right to considerate and respectful care and to be treated with honesty, dignity, respect 
and with reasonable accommodation of individual needs.
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